When calculating a rate for a given disorder, it is necessary to have a clear and communicable definition of what constitutes a 'case'. The history of psychiatric epidemiology can be seen as a progre~sion towards the realization of this necessIty.
The requirements for defining a case may be summarized as follows:
(1) Symptoms should be clearly and explicitly defined;
(2) This definition should be consistent with general clinical usage; (3) A technique for eliciting and recording symptoms should be laid down; (4) Symptoms should be used to build up specific diagnostic classes which conform to accepted clinical practice; (5) The classification rules must be precise and explicit. This 'list implies a degree of clinical consensus over the definition of both symptoms and disease classes. In practice, the acceptance of a technique of case-finding in epidemiological work itself contributes to our clinical consensus (Morris 1957) .
These requirements apply to the investigation of any medical disorder, but there are particular difficulties for the epidemiologist interested in the study of depression (Bebbington 1978) .
The concept of depressive illness was derived from clinical experience with severely ill patients in the psychiatric hospitals of the developed world. The move to research in the community possibly involves change in the definition of disorder. Howevel',it was always known that inpatients represent only a part, perhaps a small part, of the total amount of psychiatric illness. The first true psychiatric community surveys (true in the sense that they were based upon an attempt to find cases in a sample population rather than to describe service utilization) date from before World War II. The commonest method of case finding was to obtain information from key figures in the community about persons who might be suffering from mental illness. These people were then interviewed, sometimes by psychiatrists, sometimes by research assistants (e.g. Brugger 1933 , Roth & Luton 1942 , Stromgren 1948 , Book 1953 . Such a technique is I Based on meetingof Section of PSYChiatry, 8 May 1979 0141-o768/80/0S031 S-04/S01.00/0 a cheap but inefficient method of covering the community, especially in urban areas. In Scandinavia, some research workers have improved upon this by themselves interviewing whole populations (Bremer 1951 , Essen-Meller 1956 , Hagnell 1966 .
Where well-trained and clinically-experienced psychiatrists conduct such studies, it is possible to meet the requirements concerning clinical usage. However, the studies have not been sufficiently explicit in their means of eliciting symptoms and constructing diagnoses. There is thus a limit upon the extent to which the findings can be communicated. This is greater for minor than for major affective disorders.
A second line of development evolved from psychiatric screening ofService populations during World War II (Stouffer et al. 1950) . This led to a generation of questionnaire measures of psychiatric disorder. Such measures can distinguish crudely between normal and psychiatric populations. However, while there is no dispute that psychiatric patients score high on such measures, poor specificityand sensitivity make it impossible to say that high scorers in a population sample are clinically similar to psychiatric inpatients or outpatients. Studies which employ these questionnaires may present results analysed in terms of the continuum of scores or of scores categorized in an arbitrary way (Leighton et al. 1963 , Srole et af. 1962 There is little dispute that complaints of tension, tiredness, low spirits and so on are widespread in the community (Hare & Shaw 1965 , Leighton et 01. 1963 , Srole et al. 1962 , Taylor & Chave 1964 .
However, such complaints may not arise from those experiences described by psychiatric patients which lead the psychiatrist to infer that given symptoms are present. Questionnaire measures therefore fail to meet the first three of our requirements and hence cannot be used to derive a classification comparable to a clinical differential diagnosis. It is for this reason that studies involving questionnaires have tended to rely on overall judgments of impairment (Leighton et 01. 1963 , Srole et 01. 1962 . Even where such global judgments are based upon satisfactory techniques of eliciting symptoms (Brown & Harris 19780 ) and a high reliability is claimed for them (Brown et 01. 1975 ), they do not meet the fourth and fifth requirements listed above.
Attempts have therefore been made to construct a glossary of symptom definitions, to give structure to the way the clinical interview is conducted and to classify the resulting ratings using rules that can be specified precisely enough to incorporate in a computer programme. The Present State" Examination (PSE) and CA TEGO programme, for example, have been used extensively in surveys of inpatients with good reliability and good agreement with clinical diagnoses, even in international surveys (Wing et 01. 1974 ). In addition, an Index of Definition (10) has recently been developed which allows the specification of threshold levels above which sufficient 'key' symptoms are present to allow the recognition of a 'disorder' (Wing et 01. 1977 ). There are eight levels of likelihood that sufficient symptoms are present -four below and four above the threshold. A similar philosophy guides the less comprehensive system provided by the American 'Schedule for Affective Disorders and Schizophrenia' (SADS) with its associated 'Research Diagnostic Criteria' (ROC) (Endicott & Spitzer 1978 , Spitzer et 01. 1978 .
The PSE-IO-CATEGO system has now been used to examine several population samples (Bebbington et 01. 1979 , Henderson et 01. 19790, b, Lehtinen et 01. 1979 , Orley & Wing 1979 , Wing et 01. 1977 , the first three of which, carried out respectively in Camberwell, Canberra and Finland, were the subject of a meeting of the Section of Psychiatry of the Royal Society of Medicine on 8 May 1979. Weissman & Myers (1978) have described the use of the SADS-RDC system in the third sweep of the New Haven community survey.
The use of these instruments makes possible a closer comparison between studies. The results are more notable for their similarities rather than for their differences. The overall prevalence in Canberra was 7.1% for men and 11.1% for women (Henderson et al. I979a) . The figures from our study in Camberwell are 5.9% for men and 11.9% for women, whilst the use of the case criterion of 10 level 5 and above in the previous Camberwell survey gives a rate of 10·6% for women (Wing et 01. 1978 ). An equally important possibility is the comparison between community disorders and those seen in hospital practice -a sort of backtranslation of the case concept. A recent consecutive series of 74 outpatients from Camberwell allows such a comparison. Of outpatients, 87.8% were of 10 level 5 and above and 33.8% were level 7 and over; in the general population 9% were 105 + but only 0·9% 107 +. This indicates clearly the greater severity of disorders in hospital outpatients. Analysis is now proceeding in order to compare the frequency of symptoms and syndromes that are most important in psychiatric diagnoses.
Two of the community surveys already mentioned (Brown & Harris 19780, Henderson et 01. 19790, b) .have included an investigation of the association of adverse or protective social circumstances with minor psychiatric disorder. Brown & Harris (19780) studied women aged 18-64 in the former borough of Camberwell in inner London.
In a long and detailed interview, they gathered basic sociodemographic information and administered a semi-structured interview schedule which elicited a history of life events and other adverse circumstances. The severity of life events was measured by an index of 'contextual threat'. A description of the event was presented toa team of raters. This excluded information about the subject's mental state or subjective response but incorporated details of the subject's particular social circumstances. The procedure is highly reliable and can be learned easily (Tennant et 01. 1979 (Tennant et 01. , 1980 .
As others have done, Brown & Harris (l978a)
found a high rate of disorder in working class as opposed to middle class women. This was due to a preponderance amongst those at home with young children although they had not experienced any excess of major life events or difficulties. The authors claimed that a high risk of disorder results from an interaction between threatening life events and four 'vulnerability factors'. The latter have no effect on the likelihood of disorder in themselves, but act to increase the probability that a life event or a chronic difficulty will lead to disorder. The vulnerability factors are: not working; being at home with more than 3 young children aged less than 14; not having a 'confiding' relationship; loss of mother before subject was II years old. If the argument is correct, the distribution of vulnerability factors in the population would go some way towards explaining the social class difference in disorder, at least in women. The explanation remains under debate because it was derived a posteriori and therefore requires testing in another sample and because the statistical basis of the vulnerability model may not withstand scrutiny (Brown & Harris 1978b , Everitt & Smith 1979 , Shapiro 1980 , Tennant & Bebbington 1978 .
Brown's interest in the protective effect of a confiding relationship provides a link with Henderson's study of minor psychiatric disorder in Canberra (Duncan-Jones & Henderson 1978 ,Henderson et al. 1979a . His basic hypothesis is that a deficiency of social bonds causes neurosis. A preliminary investigation of the association between deficient bonds and neurosis was carried out in psychiatric patients (Henderson et 01 1978) . These were found to spend a normal amount of time with their 'primary group' (those with whom they had interaction and affective commitment), but relatively more of that time was affectively unpleasant and the majority of patients considered they were being given insufficient support.
The community survey utilized a semi-structured . instrument, the Interview Schedule for Social Interaction (ISSI), for measuring various aspects ofsocial bonds. Henderson and hiscolleagues have presented their results in terms of life adversity and two aspects of the quality of affectional bonds. These two summary indices are termed the 'availability of attachment' and the perceived 'adequacy of attachment'. Whilst the adversity score correlates quite strongly with disorder, the availability of attachment does so only weakly or not at all. On the other hand, the adequacy of attachment is not only correlated but also shows a marked interaction with adversity in this relation with disorder. A cross-sectional survey cannot give a definite indication of the direction of causality, but Henderson's study does include a longitudinal element which may clarify this. Henderson and his colleagues agree that a non-causal interpretation is plausible, namely that adversity, perceived adequacy of bonds and reporting of symptoms are associated because they .are all aspects of a 'plaintive set'.
The findings from these community surveys are interesting. Our initial discussion naturally raises the' question of their relevance to the main body of psychiatric knowledge. There are several alternatives. The first is that most disorders seen in the communily are essentially transient distress reactions which are very different in nature from classical depressive illness (Tennant &Bebbington 1978, Tennant et 011980) . The second is that some of the common minor disorders lie on a continuum with the major depressions, but that new, andmore diagnostically specific, symptoms appear as the condition becomes more severe. The factors influencing severity may be biological and social (Wing et 01. 1978) . Thirdly, some authors suggest that all 'depressive i1lnesses' arc essentially similar and that social factors arc chiefly responsible for differences in severity and for the fact that only some sufferers are referred for specialist advice (Brown et 01. 1977) . The advances in methods of case-finding and in techniques of measuring putative social causes discussed above will allow more rigorous testing of these alternatives.
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The mast cell
In April of 1979 a symposium took place at Davos in Switzerland on the roleof the mast cellin health and disease. This was held to demonstrate and discuss the disorders associated with the degranulation of mast cells and the control of this by the remarkable drug disodium cromoglycate (Pepys & Edwards 1979) . Here is a mile-post in research on the mast cells which provides a useful opportunity to review briefly the earlier work which made this development possible.
The first phase of research on mast cells was started by von Recklinghausen (1863) who noticed granular cells in the mesentery of frogs -almost certainly the first observation of mast cells in any species. However, it was not until 1879 that the classic description of'Mastzellen' (cellsconcerned with nutrition) was made by Ehrlich, the father of the application of aniline dyes in histology. Ehrlich noted twothings of profound importance: firstthat 0141-o768/80/050318-o2/S01.oo/0 mast cellstake up basic dyes and change the colour of the dye -metachromasia; and secondly, that mast cell granules are water soluble (emphasized by Ehrlich's pupil Westphal in 1891), which explains why many studies designed to demonstrate mast cellsare foredoomedto failure. Indeed, it is only after well-nighperfect fixation ill aqueous formaldehyde preparations that granulated mast cells can be demonstrated at all. Here the haematologist has an advantage over the histologistsince the alcoholicfixation usedon films before panoptic staining preserves mast cells and the somewhat similar blood basophils very well. The water solubility of mast cell granules was confirmed by Maximov (1913) . Between 1914 and 1918, World War I halted basic biologicalresearch, and after it was over most centres for such studies were in the USA and West Europe other than Germany.
The second phase of research on mast cells was mainly concentrated on the chemical constituents. Jorpes (1936) and Holmgren & Wilander (1937) found and identified heparin in mast cells and confirmed metachromasia of the granules. The vigorousinhibition of bloodcoagulationbyheparin was established and the fact that the distribution in body tissues of heparin and mast cells was strikingly parallel. Hereabouts in the story World War II (1939) (1940) (1941) (1942) (1943) (1944) (1945) interrupted research in this field.
Work was not restarted until the pioneering work of James Riley from about 1948 to 1959 and recorded in his monograph (1959) . In a series of papers the identification of histamine along with the heparin in mast cell granules was established since the histamine content of various normal tissues was strongly positively'correlated with the mast cell content. The studies were extended to clinical medicine by Fernex (1968) in Africa, together with the observation that in most circumstances there was a positive correlation between any hyperplasia of the mast cell system and an eosinophilia of blood. That there is a definitc relationship between tissue mast cells and eosinephils, particularly locallyat tissue sites undergoingI inflammation, was made clear by Archer (1963) but this relationship refers. only to mast cells undergoing degranulation. The structure and function of mast cells was extensively reviewed by Benditt & Lagunoff(1964) , showing that not only heparin and histamine, but also S-hydroxytrypt· amine, were present in mast cells as wellas SRS·A (Boreus& Chakravarty 1960) .
The fourth and current phase of mast cell research has been in the application to clinical medicine of the knowledge already gained and in the control of mast cell metabolism. Ishizaka & Ishizaka (1971) showed that reaginic antibodies (mainly immunoglobulin E) have an effecton must cells which releases the granules. The first step in
